We report a case of villous adenocarcinoma of duodenum arising from the ampulla of Vater with a review of the literature. Although preoperative endoscopic biopsies were performed, no malignancy was identified. Because of the pathological uncertainty we decided to perform a pylorus-preserving pancreatoduodenectomy. Microscopic examination demonstrated glandular dysplasia with aspects of villous adenoma and well differentiated adenocarcinoma. We conclude that both in malignant cases and in cases with uncertain diagnosis a pylorus-preserving pancreatoduodenectomy is the best surgical treatment because it results in better 5 year survival.
INTRODUCTION
Villous adenomata of the duodenum represent 45% of all benign lesions of the duodenum, 1% of all duodenal tumors and 2.4% of all benign tumors of the small bowel2.
This tumor wasfirst described by Perry in 1893 and to date 236 cases have been reported. Recently a high incidence of malignant degeneration has been reported ranging from 35% to 63% 3, 4 Other reports have indicated that the incidence of villous adenoma associated with carcinoma in situ is 16O/o On the basis of the pathological uncertainty we decide to perform a pylorus preserving pancreatoduodenectomy (PPD).
Gross analysis of the operative specimen showed a plaque lesion 6x4 cm with villi invading circumferentially the pancreatic duct and the common bile duct at the papilla level for 0.8 cm; the duodenal mucosa appearances were of a pseudopolyp (Fig. 2) . Microscopic examination demonstrated a glandular dysplasia with aspects of villous adenoma and well differenciated adenocarcinoma. The tumor was predominantly intramucosal with spread in the muscolaris mucosa. Nodes showed only reactive change (Fig. 3) 
REVIEW OF THE LITERATURE
To December 1991 two hundred-thirty-six cases of villous adenoma of the duodenum have been described.
In 148 patients (63%) the tumor involved the ampulla of Vater and are the subject of the study. We excluded 28 patients because lack of information7, having 120 cases in the study group.
We analyzed several factors including: age, sex, benign or malign pathology, and mean survival after diagnosis.
Statistical analysis was performed using the student Because ofthe possibility of a false negative biopsy in carcinoma, we think that PPD should also be performed in those patients with uncertain preoperative diagnosis; PPD is also indicated for recurrent tumours with possible degeneration. We also believe that a surgeon must be able intraoperatively to change, on the basis of the local situation (dimension, nodes involvement, and histologic responce), the surgical excision to the more complex PPD. Duodeno-pancreatectomy is associated with a overall mortality of 2%.
Our review shows that the mean survival after PPD differ statisticaly compared with local excision; in particular the 2 year survival is higher in patients who underwent PPD (52%) versus 37% in patients who only had excision of the tumour. The 5 years survival is 22% in the PPD group versus 12% in the excision group. These results in our opinion, suggest that PPD is a better operation for these tumours and is associated with a better 5 years survival.
Surgical by-pass has the lowest mean survival because this procedure is always performed for advanced tumour.
CONCLUSION
Diagnosis is often difficult on endoscopy even when examination is associated with a biopsy and echoendoscopy.
In obvious benign cases the choice is between the endoscopic excision (polypoid and small tumors) or trans-duodenal excision.
In malignant cases pylorus preserving pancreatoduodenectomy is the best surgical treatment because it results in better 5 year survival.
If the diagnosis is uncertain than a PPD is to indicated because the possibility of a occult carcinoma.
